Nurse Prescribing


History of nurse prescribing
Nurse prescribing was first proposed in the Cumberlege Report (Department of Health, 1986). This identified the use of covert prescribing methods whereby nurses, who had assessed clients and made treatment choices had to then wait for GPs to rubber stamp their decisions leading to time wasting (Luker et al., 1997; Otway, 2002)
Crown Report (Department of Health, 1989) advocated prescribing by trained nurses from a limited formulary stating that this stood to benefit patients (Brew, 1999

The Medicinal Products: Prescription by Nurses etc Act (1992) was the culmination of a Private Member's Bill that had been commenced the previous year

Technically, this legal framework enables all nurses to prescribe prescription only medicines (POMs) though the initial 'roll out' only included district nurses and health visitors (Thomas, 2000). Nurse prescribing using the Nurse Prescriber's Formulary (NPF) was introduced nationally in 1998 following the success of eight demonstration sites set up four years earlier

The increasingly litigious atmosphere surrounding health care provisions led nurses to defend their current practice by looking to the Medicines Act (1968) - particularly Section 58 (2) (b).

This states that - 

No person shall administer (otherwise than to himself) any such medicinal product unless he is an appropriate practitioner or a person acting in accordance with the directions of an appropriate practitioner.

Protocols were developed to exploit that statement.
· Under protocols the nurse becomes the person who is  ‘acting in accordance with the directives of an appropriate practitioner.’

· When a nurse acts under protocol he or she is acting under the (written) directions of a doctor.

· A protocol is a document agreed between the doctor & the nurse and signed by the chief nursing officer.

· The protocol makes clear the duties being delegated and defines the responsibility of both parties.

· Usually a protocol outlines the specific circumstances of identifying and alleviating a set of symptoms and contains a means of recognising when referral to a doctor would be necessary.

· The protocol should also set a review date when the protocol itself should be reassessed. If a protocol is not updated regularly it will fall behind developments in treatment and in the nurse’s own knowledge and abilities.

Types of nurse prescribing
A second Crown Report published in 1999 (Department of Health) recommended the establishing of two groups of nurse prescribers: independent and supplementary

The independent prescriber is responsible for assessment, diagnosis and prescribing for clients from either the NPF or the extended NPF after initial consultation

If working within the confines of supplementary prescribing, nurses or pharmacists will be able to prescribe from the much broader British National Formulary (BNF) once an independent prescriber (doctor or dentist) has assessed a client, formulated a diagnosis and developed a client-centred clinical management plan (CMP)

It is envisaged that the new powers of supplementary prescribing will appeal to nurse practitioners working with clients with complex needs in areas such as asthma, diabetes and palliation. Such clinical nurse specialists may not possess medically diagnostic skills but may be sufficiently knowledgeable to manage and adjust medicines within their area of expertise

Extended nurse prescribing
The government's decision to extend nurse prescribing was announced in 2000 (Department of Health, 2000 – Consultation on Proposal to Extend Nurse Prescribing). This would entail a three month course with more intensive pharmacological training culminating in the right to prescribe from an extended formulary containing over 130 POMs including antibiotics and pain management preparations
 
The extended Nurse Prescriber's Formulary has met with a mixed reception. Burns (2002) explains that doctors' prescribing has until now been greatly influenced by nurses working with client groups with chronic diseases. Unless the government provides a broader formulary, current prescribing methods are likely to continue. Although the role is now available to practice nurses, many nurses feel the extra study time required for the extended nurse prescriber's status is not time well spent in view of the limited extended formulary.
Attitudes to nurse prescribing
The introduction of nurse prescribing has been broadly welcomed within the profession and by clients. Winstanley (1999) argues service users stand to benefit the most because nursing services are likely to be more responsive when, for example, clients are discharged home without dressings. Though perceived as time saving for nurses who no longer need to wait for GPs to prescribe (Pridmore, 1998), time is still lost communicating with surgeries because medical records need updating. Increased job satisfaction and autonomy are cited as further benefits of nurse prescribing

Despite the many apparent advantages, major criticisms have been voiced by McCartney et al. (1999) who argue that three primary political motivations underpin the introduction of nurse prescribing: that the process is driven by a desire to save money, to send a message to the medical profession that their power can be undermined and, in light of GP shortages, to transfer mundane tasks to nurses who they contend are being exploited. These claims are refuted by Lawton et al. (2000); research has failed to indicate the cost effectiveness of nurse prescribing (Department of Health, 1991), the medical profession, particularly those better informed, have welcomed the move, and lastly, rather than being introduced as a delegated activity, nurse prescribing has occurred consequent to the evolving role of professional nursing resulting in improved access to treatment.

Further concerns raised relate to a perceived lack of confidence among prescribers and limitations in pharmacological knowledge (Bobbs, 1988; Waters, 1998; Jordan et al., 1999; McCartney et al., 1999). To safeguard the public, nurse prescribers' training must encompass pharmacology and product knowledge (Otway, 2002). Once qualified, clinical supervision provides an important vehicle for the development of effective prescribing that, when possible, should be evidence based

Legal aspects of nurse prescribing
Nurse prescribers must be conversant with their legal duties whose principle function is protecting the public (Brew, 1999). The legal framework applicable to nurse prescribing is Bolam's law (Bolam vs Friern Hospital Medical Committee, 1957). This states that a level of competence equalling that which can be reasonably expected of an similarly experienced nurse must be attained. By becoming a prescriber, the nurse is regarded both by law and the Nursing and Midwifery Council (NMC) as a specialist and must therefore demonstrate the knowledge and skill appropriate to that speciality

Ethical issues
Ethical frameworks, suggests Pridmore (1998) can be used to resolve dilemmas that may arise when prescribing. From the deontological perspective, nurses may feel a duty to prescribe a cheap product in accordance with NHS guidelines for cost effectiveness but if the dressing is likely to harm the client then the principles of beneficence and non-maleficence are breached (Beauchamp & Childress, 2001). If it can be demonstrated that products have been prescribed with insufficient knowledge and that injury has resulted, the prescriber may be deemed negligent and liable to civil and/or professional proceedings (Dimond, 1995). The principle of utilitarianism – the greatest good for the greatest number – is applicable to nurse prescribing in that more clients stand to benefit from seamless nursing services. Nurse prescribing is also inclusive of asylum seekers and homeless individuals who have previously encountered difficulty access health care because of not being GP registered. Equally, nurse prescribers practicing in a non discriminatory way are upholding the ethical principle of justice (Alderman, 1996). Close and trusting relationships established between clients and nurse prescribers results in practitioners being well placed to promote client autonomy through the provision of health promotion and information (Luker et al., 1998).

Nurse’s Own Knowledge & Abilities

· Tingle (1995) suggests that in order to devise and implement guidelines and protocols health care professionals have to think about the appropriateness of the care they are giving. It is hoped that practices will be improved and patients will benefit. This is clearly in accordance with the UKCC Code of Professional Conduct (1992)

Conclusion
Prescribing has been an issue central to nursing both politically and professionally since first proposed by Cumberlege (Department of Health, 1986), (Thomas, 2000). Primarily advantageous to service users, Shepherd (2002) says nurse prescribing is an obvious development given nurses' professional and clinical advancement. The process of prescribing is in itself complex, but, when undertaking prescribing, nurses must also remain aware of ethical considerations and their legal responsibilities.
